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muscles, etc., in some cases there were extensor move-
ments of toes, including the great toe and foot, which
masked the true spinal reflex. As soon as the subject
exercised mental control these movements tended to
cease, and that of the great toe always ceased. In
the other toes extension was only observed in the 2
cases mentioned. In the first series of 64 cases dorsal
flexion (extension) of the foot was common. In a
series of 72 cases in which precautions to exclude the
cerebral reflex were taken this tibialis anticus contrac-
tion was noted as present only 6 times, and in 4 of
these the subjects are specially noted as " ticklish " or
" nervous
"
or both.
It seemed very evident that the extension move-
ments (toes and foot) noted were proportioned to the
ticklishness or nervousness of the individuals. These
movements have been described as semi-voluntary(Walton). This is an unfortunate term and means
nothing.
They seem to me to be properly a cerebral reflex,
and similar to dodging the head or closing the eye be-
fore an expected blow. Such movements are not vol-
untary or semi-voluntary, but automatic, for volition
sometimes cannot prevent them. That these particu-
lar toe movements are cerebral is further suggested by
the fact that they occur in proportion to the degree of
" ticklishness." That they are not " voluntary " is
shown by the fact that they require a strong effort of
will to inhibit them, and sometimes cannot be inhibited
at all. (I have noted that in subjects mentally dull
from disease and unable to inhibit but still ticklish,
these movements are marked.)
But whether cerebral or spinal the point should be
emphasized that in not a single case was extension of
the great toe noted when properly examined.
It may be said, then, that when proper precautions
are taken to inhibit the cerebral reflex, extension of
the great toe never occurs, or, more correctly, it was
not observed once in 92 individuals, and only once in
the first group of 64, when it was slight, and in allprobability a cerebral reflex, as it was in this group
that insufficient precautions were taken.
Extension of some of the other toes occurs occa-
sionally in health (2 out of 92 subjects and 3 out of
64). But in some of these cases at least, if not in
all, it is a cerebral reflex. Nevertheless, it is not al-
ways practical to make this distinction clinically.
The significance, then, of the Babinski phenome-
non, consists in the extension of the great toe. To
emphasize this the best term would be the great toe
phenomenon (like knee jerk, ankle clonus, etc.). But
from this it does not follow that extension of the other
toes may not be of pathological moment, for though it
may be physiological (cerebral?), it may be due to
disease of the motor tract as with the great toe. In a
case, for example, of meningeal hemorrhage from apistol shot wound, a very extreme extension of all the
toes, as intense and prolonged as I have ever seen,
was later, after removal of the clot, followed by-
extension of only the outer toes, and then stroking
caused at first extension succeeded by flexion ; this
was evidently the remains of the Babinski. The
significance of extension of the outer toes alone
must therefore be a matter of consideration in each
case. Slight extension of the outer toes without that
of the big toe I have observed in obscure cerebral
disease without being able to determine the significa-tion of the phenomenon.
The recognition of a cerebral as well as spinalplantar reflex seems to the writer of practical mo-
ment. The one may obscure the other.Looking at the two reflexes from a biological pointof view, the theory is plausible that the cerebral re-flex is one of retreat from a hurtful stimulus, a re-flex which has grown out of a conscious volitional
impulse. The spinal reflex is probably that of assist-
ance, such as automatic grasping the limb of a tree or
other object.
Absence of any toe reflex. — The number of casesin which no toe reflex was observed is noteworthy.Of 72 consecutive cases no reflex at all of the big toecould be obtained in 52. Of 92 cases, no reflex of
any toe occurred on either side in 18 cases, on one
or both sides in 27 (30%).This is slightly higher than Walton's figures. Mybelief is that the frequency of the plantar (spinal)
reflex, so far as it concerns the toes, has been exag-gerated owing to several sources of fallacy being
overlooked, namely : (1) Mistaking the cerebral forthe spinal reflex ; (2) in stroking the sole it is notdifficult by moderate pressure over the first phalangesto cause a purely mechanical flexion of the toe ; (3)if the stroke is made from the toe towards the heel
pulling on the skin, when inelastic, will do the same.
A CASE OF OBLITERATION OF THE RIGHTURETER BY A CALCIFIED FIBROID; RE-MOVAL OF FIBROID AND IMPLANTATIONOF THE URETER INTO THE BLADDER;RECOVERY.1
BY MAURICE H. RICHARDSON, M.D., BOSTON.
The following case illustrates some of the dangers
of leaving an old fibroid to itself. The patient, Mrs.E. M. W., age fifty-eight, had always been well up
to ten years ago. She had had two children and no
miscarriages. Menstruation had always been regular.The menopause was at the age
.
of forty-five. Ten
years ago she noticed in the right lower abdomen a
tumor, which gradually increased in size. At in-
tervals she suffered more or less pain from this tumor.Three years ago she began having frequent and pain-ful micturition. During the past three years the painin the lower abdomen has been much more frequent
and more severe. At times she has been unable to
hold her water. The urine has been increasing in
cloudiness and the odor has become foul. There has
been loss of weight and appetite. The bowels havebeen constipated.
On examination I found a large fluctuating tumor
of the lower abdomen. The signs of fluid were so
marked that I was of the opinion that the tumor was
ovarian. The woman's general condition was fairlygood. I advised operation, but felt somewhat doubt-
ful as to the ease with which the tumor could be re-
moved.
On exposure the tumor proved to be a fibroid of
the uterus, upon which — ora part of which
—
was a
large cyst. The tumor was either a fibrocyst of the
uterus, or a uterine fibroid in close connection with a
cyst of the broad ligament. The tumor was deeply
and broadly attached, and separation seemed impos-
sible. The deeper portions in the right side of thepelvis were evidently calcified, being of stony hard-
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ness. Ten years ago I should have abandoned the
operation, aud wisely so. Indeed, before this opera-
tion was completed, all concerned in it would have
been glad if it had never been undertaken. Inex-
perience in such an operation would, I am sure, have
made it a fatal one.
Separation of the tumor became more and moredifficult as the calcified portions were reached. The
areas of the tumor deep in the right broad ligament
were closely attached to the right and anterior por-
tions of the pelvis. Separation was made with thefingers carefully pressing between the capsule of the
tumor and contiguous structures. When the solid
and calcareous masses were reached, enucleation be-
came still more difficult. It was at this point in the
operation that clear fluid was noticed escaping rapidly
and in large amounts from the depths of the dissec-
tion.
The orifice from which this fluid was flowing was
easily recognized, aud its edges grasped. Dissectingbackward I found it to be the right ureter, which ap-parently ended at the separated calcified masses. Be-
pond this point, which was perhaps an inch or more
from the bladder, no distal orifice of the ureter could
be found, though most careful search was made for it.
Above the orifice the ureter was dilated and tortuous,
and the pelvis of the corresponding kidney much
dilated. I supposed that the injury to the ureter was
caused by a transverse tear, the ureter being presum-
ably situated at an angle with the plane of the sepa-
rated surfaces. It seemed, however, perfectly evident,
finally, that the ureter ended at the plane of cleavage,
and that separation at that plane tore across the ob-
structed end. However that may be, the problem
was not unlike that of a divided ureter, except that
end-to-end suture was impossible, for no distal end
could be found, as I have said. It was fortunate
perhaps that end-to-end union was impossible, for
such an operation deep in the pelvis is not likely to
succeed. The proximal end for one inch or more was
freed from the resisting tissues in which it was im-bedded until it could be brought easily to the col-
lapsed bladder. A small opening was then made into
the bladder, into which about half an inch of the lax
ureter was thrust. The bladder about the ureter was
then carefully and accurately sutured to the side of
the ureter, the end of which was of course projecting
about half an inch into the bladder. The sutures
were of fine silk applied interruptedly. Separation
of the tumor at the left soon demonstrated that it
made a part of the sigmoid flexure. Removal, there-
fore, left a gap in that viscus, which was closed by a
few silk sutures.
The whole operation was extremely difficult. Had
not the ureter and the bowel been involved, enuclea-
tion of the tumor itself would have seemed sufficiently
formidable. With the added complications, recovery
seemed too much to expect. Fortunately, the most
unpromising cases often do the best, and this was one
of them, for convalescence proved
—
to use a much
overworked word
—
uneventful.
The plan which I have always followed in pelvic
surgery has made operations of ureteral repair ex-
tremely infrequent in my experience. This plan,
which has every thing to commend it, is to make thedissection of the deep pelvis
—
like that of the deep
neck—in the full light of day, where every struct-
ure can be recognized as the dissection proceeds.
A CASE OF VESICAL IMPLANTATION OF THE
URETER BY DUDLEY'S FORCEPS METHOD
AFTER THE FAILURE OF SEVERAL PLAS-
TICS.1
BY EDWARD REYNOLDS, M.D., BOSTON.
Mes. L., forty-five years old, was sent to my of-fice, August 21, 1900, by Dr. W. D. Madden "with
the following history. She had always been a well
woman until the birth of her only child seven years
ago. During the next year she suffered from somepain in one groin, wliich was diagnosed as due to ovari-tis, for which she received somewhat prolonged local
treatment without relief, and was finally advised tohave an ovary removed by vaginal incision. She
went accordingly to a hospital in this city, was ether-ized and operated upon, but some unforeseen diffi-
culties turning up in the operation, a complete vagi-
nal hysterectomy was done. The operation wasfollowed by severe and increasing colicky pain inthe left back, which terminated in the discharge of a
large amount of urine on the removal of the vaginal
stitches, since when there always has been a constant
leaking of urine from the vagina. The following
year the same surgeon operated either three or four
times (the patient is not sure which), for the closure
of a vesicovaginal fistula, but always with the result
of having one small pinhole leakage persist in the
middle of the union. A year ago she saw another
surgeon, who told her that the fistula was uretero-
vaginal, and that an operation was too dangerous tobe thought of. During the past year she has suffered
un intermittently from eczema, extending from the vag-inal vault down the inside of the thighs almost to theknees, and at the time she came to my office, the thighs
were swollen, excoriated and bleédinï.
Under the use of frequently changed vaginal tam-
pons to absorb the urine and simple drying powders
to the thigh, the eczema improved with extreme ra-
pidity, and on August 25th she entered my wards atthe Boston City Hospital, with the external skin in
very fair condition, and the vagina, though still irri-tated and secreting a slightly purulent secretion,
nevertheless much improved and fairly normal look-ing. The vagina was short and senile, with exceed-
ingly thin vaginal walls and vault. The left side of
the vault was a mass of tough cicatricial tissue fromthe repeated operations, in the centre of which could
be seen an orific, of a calibre of not more than 4 or 5
French, from which urine leaked intermittently asfrom a ureter, except when the patient bore down,
when it appeared in quantity as though from thebladder. The vagina was dressed with oléate of
zinc and iodoform gauze, and on the 27th I thought
that it was in sufficiently normal condition to warrant
an exploration of the fistula. The probe soon showed
that in addition to a channel which passed upwards
and backwards and was undoubtedly the ureter, there
was another which turned forwards towards the blad-
der, though I could make nothing pass it. A catheter
was inserted into the ureter for about one inch, and a
1Read before the Obstetrical Society of Boston, November 20,1900.
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